Objectives: This study was performed to consider the clinical experience of surgical outcome of single port access (SPA) laparoscopic myomectomy according to suturing methods. Methods: The authors operated with 2 suturing method in SPA laparoscopic myomectomy for 246 patients and compared the surgical outcomes. Results: The some significant difference of surgical outcome according to two suturing methods was demonstrated. Operating time was 100.50 minutes (± 42.09 minutes) in interrupted suture method group than 121.04 minutes (± 61.56 minutes) in continuous interlocking suture method group (P = 0.021). Estimated blood loss was less 222.59 mL (± 144.94 mL) in interrupted suture group than 340.11 mL (± 380.62 mL) in continuous interlocking suture method group (P = 0.042). 
Introduction
Uterine myoma is one of the most common benign tumors in women and its prevalence rate has been known to be ranging 30% to 35%. 1 In most cases of menopausal patients exhibiting uterine myoma, total hysterectomy is often recommended yet laparoscopic uterine myomectomy has been also widely adopted in cases where patients wish to conserve their uterus; in recent, a number of single port access (SPA) laparoscopic surgeries have been attempted in parallel with advances of minimal invasive laparoscopic operations. 2~5 When compared to multiport access methods (using 3 or 4 ports access), it has been reported that there are not considerable differences between SPA against multiple ports access methods with regards to operation time, blood loss during operation, and degree of adhesion.
6~8
In addition, recently concerns over diffuse intraperitoneal leiomyomatosis followed by morcellation (of uterine myoma) or uterine sarcoma are emerging hence it was proposed to perform a SPA method for morcellation thereby removing intraperitoneal residues more efficiently. 9 A SPA laparoscopic myomectomy has its own benefits especially with regards to cosmetic aspect yet several issues exist such as hemostasis as well as delays in surgeries, compared to those of multi-port access methods. Thus, in the present study, we aimed to investigate and compare two suturing methods in a SPA laparoscopic myomectomy performed in our hospital.
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Materials and Methods was provided over 48 hours after the surgery.
Study subjects and methods

Statistical analysis
Statistical analyses were done using the SPSS ver. 18.0 (SPSS Inc., Chicago, IL, USA). Student t-test, MannWhitney U test, and Chi-square test were performed and P value less than 0.05 was considered statistically significant.
Results
A total of 246 patients were recruited and their age was ranging between 23 through 57 years old. The average age of patients was 39.94 years old ( Table 1 ). The average BMI was 22.78 (± 3.35), while a total of 61 patients had their previous surgery history (22.3%). Sixteen and 26 patients had cesarean hysterectomy once (6.5%) or more than twice (10.6%), respectively whereas 2 patients had myomectomy previously. One and five patients previously underwent their uterine appendages and appendectomy, respectively while another patient had diagnostic laparoscopy. Lastly, other eight patients had a history of abdominal surgeries.
When it comes to sites of uterine myomas, 14 cases, 2 cases, and 3 cases were placed on myometrium ( J MM 6 cm, 2) if a request was made by a patient with cancer phobia, and 3) a surgeon determined to do so.
Surgical outcomes of the SPA laparoscopic myomectomy were summarized in the in the present study, we monitored differences in clinical outcomes between these secondary suturing techniques (Table 3) .
Depending upon the secondary suturing techniques, a total of 160 patients had their interrupt suture while 86 patients underwent the continuous interlocking suture.
In patients with the interrupt suture, the average uterine myomas removed was 2.31 (± 2.45) while it was 2.33 (± 2.28) in the patients with interlocking suture. The average sizes were 5.36 cm (± 1.94 cm) and 4.64 cm (± 2.33 cm) in the groups of interrupt suture and continuous interlocking suture, respectively. In the group of interrupt suture, the average size of myomas was bigger than those of continuous interlocking suture (5.36 ± 1.94 vs. 4.6 cm ± 2.33 cm, P < 0.05; Table 3 ), indicating that bigger size of uterine myomas were removed via the interrupt suture technique.
The averages of operation time were 100.50 minutes (± 42.09 minutes) and 121.04 minutes (± 61.56 minutes) in the groups of interrupt suture and continuous interlocking suture, respectively (P < 0.05; Table 3 ) while the amount of blood loss was 222.59 mL (± 144.94 mL) and 340.11 mL (± 380.62 mL), demonstrating less blood loss in the group with interrupt suture method. Changes in hemoglobin and hematocrit were 1.28 (± 1.23) and 1.44 (± 0.91), and 3.98 (± 3.47) and 4.52 (± 2.75) in the groups of interrupt suture and continuous interlocking suture, respectively yet no statistical significant was noted ( Table 3) .
The blood transfusion was made either before or after their surgery in 11 patients (6.9%) and 18 patients interlocking suture yet no other complication was found.
One hundred forty six patients were hospitalized less than 7 days in the group of interrupt suture (91.2%) while 83 patients did in the group of continuous interlocking suture (96.5%; Table 3 ).
Discussion
Since the first laparoscopic cholecystotomy was performed Ever since then, many cases were reported to utilize the SPA technique in departments of urology, obstetrics and gynecology, and surgery. Currently extensive investigations are undergoing with regards to training hours for surgical instruments (e.g., a single port, and instruments that are able to rotate and bend) in addition to conventional surgical techniques utilizing a straight instrument. 10 Albeit these SPA laparoscopic surgeries are becoming more popular, the most serious concern over this method is a suturing technique and its usefulness because of difficulties to perform.
The SPA laparoscopic surgery may represent difficulties in hemostasis on myoma resection sites and suturing due to collisions between instruments compared to those that effective hemostasis as well as decrease in operation time could be achieved. 12 Tam et al. 13 compared a SPA laparoscopic method with a conventional laparoscopic surgery; the authors found no difference in clinical outcomes in which two crossing linear instruments were utilized. In other studies, it was further addressed that changes in position of z-axis direction, rotation of curbed instruments, and instruments with varying lengths may prevent crowding of instruments so that triangulation could be secured. 13, 14 In our study, we adopted curved instruments in early surgeries but straight instruments were utilized for approximately 20 patients after training. These straight instruments bear relatively stronger forces hence preventing frequent changes of instruments and shortening operation time.
Recently, concerns over diffuse intraperitoneal leiomyomatosis followed by morcellation (of uterine myoma) or uterine sarcoma are emerging thus it results increase in uterine sarcoma in menopausal women; these should not be overlooked in which laparoscopic myomectomy is performed for menopausal women. 15 In the singly port access laparoscope, myomas could be removed without morcellation if they are smaller than the port size. Even if myomas are found to be larger than the single port, a surgical scalpel could be used to remove them without spreading of fragmentations through the port. In which a sarcoma is suspected, the Rab bag could be utilized and then proceed morcellation in order to prevent spreading myoma fragmentations. These may provide further usefulness and stability of laparoscopic myomectomy.
As opposed to the present study, a prospective investi- 
